Dear Editor: It is important to understand the relative economic burden of different diseases in order to make the best public health policy decisions. Therefore, we read with interest the recent paper by Shon et al. (1) who estimated the economic burden of hepatitis A, B, and C in South Korea. In their study, the population prevalence and mortality rates were estimated for each of these diseases over a 4-years study period, that is, 2008-2011. The mortality rates estimated in this study, expressed as the rate per 100,000 of the population, were over 10 times higher for hepatitis C virus (HCV) infection than for hepatitis B virus (HBV) infection. For example, mortality rate for HCV infection was 0.58 compared with 0.03 for HBV infection in 2011.
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The prevalence of chronic HBV infection is considerably higher than that of HCV infection in South Korea. Furthermore, HBV was found to be associated with a majority of cirrhosis and hepatocellular carcinoma (HCC) cases in a large, single-center Korean cohortbased study (2) , and the population-attributable fraction of HCC for HBV was estimated to be 68.1z (3). In contrast, Shon et al. reported higher mortality rates for HCV infection. Since the findings were unexpected, we reviewed the figures presented in the paper. We assumed that the absolute number of deaths (obtained from the Korean Statistical Information Service) were correct. Additionally, we assumed that the total number of cases of each disease (obtained from the Korean National Health Insurance Service) were correct. We obtained the total population number by back-calculation from the number of cases and population prevalence figures. Subsequently, we recalculated hepatitis B-related mortality rates (per 100,000) for each year and obtained the following numbers: 1.79 for 2008, 1.68 for 2009, 1.80 for 2010, and 1.73 for 2011. In contrast to the results published in the paper by Shon et al., we estimate that the mortality rates due to hepatitis B in South Korea were 3 to 5 times higher than those for hepatitis C.
We could not determine whether this correction of the mortality rate calculation for hepatitis B would have a significant impact on the indirect costs and calculated economic burden. However, if the authors agree with our revised mortality rate calculations, we suggest that they should confirm whether there is any impact on the estimations of the economic burden.
Additionally, our review of other figures revealed a discrepancy in the per capita total costs for hepatitis A in 2011. Our recalculation revealed a cost of 1.94, instead of 1.17 (thousands of US dollars), which is slightly higher than values reported for hepatitis B and C, and this brings it in line with the values determined for the prior 3 years for hepatitis A. Based on the original calculation showing hepatitis C accounted for the highest total per capita costs in 2011, the authors speculated that the relatively high cost of hepatitis C might be because of the higher cost of medicines used to treat that disease. However, if hepatitis A has the highest per capita cost, there might be other more important factors influencing the relative cost of the 3 diseases for each patient, which could be further investigated.
